Swallowed partial dentures
Mr Hashmi and his colleagues present an excellent discussion of the problems of diagnosing and managing swallowed partial dentures (February 2004 JRSM 1 ). Management can be challenging even when the diagnosis is straightforward. We recently saw a man of 34 who had swallowed a set of partial upper dentures which contained a wire to fix the plate to the teeth. He had swallowed them accidentally while eating a meal. The dentures lodged in the upper oesophagus, at the level of the sternal notch, and the wire was easily visible on X-ray. Oesophagoscopy revealed the dental plate just below the level of the cricopharyngeus but multiple attempts at removal, with various instruments, were unsuccessful. Sometimes the answer is to split the plate and remove it in pieces, but even with heavy denture shears the material proved too hard to cut. Therefore an oesophagotomy was performed through a lateral pharyngeal approach. The wire was seen to penetrate the lateral oesophageal wall. The patient recovered without incident and was planning to discuss more suitable dentures with his dentist. Mr Hashmi and his colleagues (February 2004 JRSM 1 ) do not cite a BMJ letter of mine in 1972 recording the retrieval, with difficulty, of a partial denture from the right main bronchus. 2 The prosthesis had been inhaled on diving into a swimming pool. My letter drew attention to a paper by Coman 3 reporting three cases, of which the most alarming concerned a man who had inhaled his partial denture when parachuting. Another illustrated the hazard of metal clips to attach the prosthesis to neighbouring teeth: a hook caused a prosthesis to be stuck in the oesophagus for some 3 weeks, causing a para-oesophageal abscess. I suggested that it would be a wise precaution to remove these potentially lethal pieces of apparatus before engaging in violent exercise and probably also at night. I was, of course, thinking of lying on one's back mouth-breathing. However, a journalist clever in lateral thinking picked this up and, to my astonishment, I was telephoned by the Today programme to make a live comment about my recommendation of removing dentures before intercourse. Later I found myself surrounded by newspapers with headlines such as 'Love peril of your false teeth', 'The safe way of making love . . . by gum'. A woman of 35 came to the accident and emergency department saying that she had accidentally swallowed an entire toothbrush 'whilst brushing the back of her throat'. She had no other symptoms other than slight odynophagia. A radiograph (Figure 1) shows the bristles in the fundus of the stomach. She was referred to the surgeons who removed the toothbrush endoscopically the next day. Two points struck me. First, how could she have swallowed a whole toothbrush accidentally? Second, if it was swallowed bristles first, one might expect the bristles to be at the pylorus rather than the fundus. The patient later admitted that she had been using the toothbrush to induce emesis. 
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Shell shock
Dr Macleod (February 2004 JRSM 1 ) whilst outlining the psychiatric effects of 'shell shock', overlooks some important clinical and experimental evidence of direct and indirect central nervous system (CNS) injury following exposure to explosive blast. The contribution of such injury to the psychiatric manifestations is unknown but worthy of consideration.
In his three Lettsomian lectures Mott referred to the concussion or commotio cerebri produced by 'aerial compression', 2 but probably wrongly attributed postmortem findings of punctate haemorrhages and chromatolysis in soldiers to carbon monoxide poisoning. Further evidence of a primary blast effect on the brain was reported by Cohen and Biskind who showed scattered intracerebral and extracerebral haemorrhages in nine soldiers killed by air blast whose symptoms had included extreme restlessness, excitability and irrationality. 3 Animal experimentation shows further evidence of cerebral injury following blast in air, Hooker having been the first to demonstrate focal damage to the CNS involving lethargy, paralysis and convulsions in frogs, rabbits and dogs. 4 More recently, an investigation of the causes of posttraumatic stress disorder showed evidence of neuronal atrophy in the cerebral and cerebellar cortices of rats surviving exposure to the detonation of a single TNT charge in an underground bunker, these changes being maximal in animals killed on day 14. 5 Axonal degeneration with chromatolysis and disruption of cellular function in the brainstem have also been observed as distant effects following penetrating ballistic injury to the thigh in pigs 6 and following pulmonary blast injury in rabbits. 7 Cerebral air emboli have been demonstrated in animals sustaining pulmonary injury induced by blast in air and underwater, air gaining access to the circulation by traumatic alveolar-venous fistulae. 8-10 Reports of cerebral emboli in human beings are rare but emboli have been observed in retinal vessels at ophthalmoscopy in survivors of pulmonary blast injury 10 and in the brains of fatalities post mortem. 11, 12 
